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Oleoresin Capsicum Gel: Enhancing Safety for the Home Health Clinician
Abstract
Problem: Home health clinicians (HHC) are at high risk for workplace violence. Providing
necessary health care alone, in unpredictable, and remote environments are associated with poor
outcomes from physical violence. Background: Pepper spray is known for its active ingredient,
oleoresin capsicum (OC), as a self-defense tool. OC gel is used worldwide as a non-lethal
incapacitating agent. There is an opportunity to expand workplace violence prevention (WPV) in
home health by training and allowing HHCs to carry OC gel. Intervention: This DNP QI project
implemented a safety intervention for HHCs, including nurses, aides, medical social workers,
physical therapists, occupational therapists, and speech therapists. 16 voluntary baseline surveys
were completed. The intervention group consisted of 6 HHCs trained and certified to carry OC
gel. They were administered a pre and post-survey using Thackrey's 10-question Confidence in
Coping with Patient Aggression (TCCA) instrument. Results: The baseline survey found that
63% of respondents reported they occasionally experienced aggression/violence while at work
and occasionally felt unsafe doing their job due to aggressive patients. The intervention group
found that 100% of respondents recommend that all HHCs carry OC gel for safety. We found an
84% increase in the average TCCA instrument scores across all questions. Carrying OC gel
decreased reports of insecurity, with all but one minimum confidence score increasing.
Conclusion: Multi-layered WPV programs that are tailored to the HHC work environment and
allow access to self-defense tools, such as OC gel, can promote the clinician's safety and
confidence in dealing with violent scenarios.
Keywords: workplace violence prevention, OC gel, safety, home health
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Problem
Home health clinicians (HCC) provide hands-on health care in a client's home. OSHA
recognizes HHCs as at risk for safety concerns because they have little control over their work
environment (OSHA, 2022). The environment is unpredictable, and seeing remote patients with
unreliable mobile phone coverage increases the risk of violence (Morphet et al., 2019).
A high prevalence of physical violence directed toward HHC by patients or their families
is presented in the literature (Gershon et al., 2008; Hegney et al., 2006; Henriksen et al., 2008;
Markkanen et al., 2014; Nakaishi et al., 2013; Sharipova et al., 2008; Vladutiu et al., 2016;
Wong et al., 2017). Examples of physical violence experienced by HHC include being swung at
or hit, shoved, slapped, scratched, bitten, kicked, grabbed, or choked. Although less frequent,
some violent incidences involve weapons such as a cane, knife, gun, or thrown objects (Barling
et al., 2001; Fitzwater et al., 2000; Galinsky et al., 2010; Hanson et al., 2015; Markkanen et al.,
2014; Nakaishi et al., 2013; Sharipova et al., 2008; Wong et al., 2017). Other types of violence
experienced by HHC are verbal abuse, stalking, threats of assault, and sexual harassment
(Department of health and human services, 2012; Wong et al., 2017). Additionally, HHCs are
found to be exposed to many occupational hazards like aggressive pets, environmental tobacco
smoke, unsafe oxygen equipment, unsafe neighborhoods, and pests (Morphet et al., 2019).
Mitigation strategies for workplace violence toward HHC have focused on intake and
hospital referrals using a violence screening tool (Mathiews et al., 2013; Morphet et al., 2019).
However, they are ineffective due to many unforeseen risk factors that are not predictable
(Morphet et al., 2019; Quigley et al., 2020). Workplace violence prevention programs are
another strategy to mitigate violence and have been required by the state of California since 2018
(Cal/OSHA, 2017). OSHA recommends that these programs contain the following elements:
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management commitment and employee participation, worksite analysis, hazard prevention and
control, safety and health training, record keeping, and program evaluation (Brous, E. 2018).
Hazard prevention, control and safety, and health training can be addressed with OC gel for
HCC. Mathiews et al. (2013) found that around 5% of home health agencies provided clinicians
with OC gel as a part of their workplace violence prevention program.
Exposure to workplace hazards and violence contributes to nursing stress and burnout,
negatively impacting many organizations' abilities to retain nurses and other clinicians in the
home care sector (Morphet et al., 2019). The demand for home care is increasing with the aging
population, chronic disease, disability prevalence, and healthcare payors shifting reimbursement
from the hospital to the community (Wong et al., 2017). Nurses comprise the largest sector of the
healthcare workforce, and the profession continues to face critical shortages (Haddad et al.,
2022). The US Bureau of Labor Statistics projects that more than 275,000 additional nurses are
needed from 2020 to 2030. With nursing shortages on the rise, it will be challenging to meet the
staffing demands for the growth of home care services (Wong et al., 2017). Implementing
effective workplace violence prevention plans is favorable in the nursing community and
employers who implement these safety precautions can attract and retain nurses (NNU, 2022).
HHC’s exposure to workplace violence is unacceptable. Nurses perform essential health
care services and should not have to fear for their lives as they do their job. The healthcare
industry must implement safety interventions that protect its most essential worker, promote
staffing, and decrease turnover rates. Allowing and training HHC to use OC gel to stop an
attacker could be part of the answer.
Project Aim
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The overarching aim of this project is to reduce the incidence of workplace violence
against home health clinicians. The project goal is to provide education on the use of OC gel as a
device to increase safety and prevent assault. The project objectives are to (1) assess current
perceptions on safety, (2) implement OC gel training in collaboration with the organization's
policy and procedures, and (3) assess the perceived confidence in risk mitigation from violence
in the home health setting.
Available Knowledge
PICOT
A search on the utilization of OC gel by nurses, healthcare clinicians, and home health
clinicians, was conducted but did not produce any relevant literature. Thus, the limited data on
using OC gel in home health prevents this intervention from guiding the search strategy.
Nonetheless, a PICOT question was developed to guide the literature search. The PICOT
question is: For home health (or visiting nurses) (P), do workplace violence prevention education
and interventions (I) compared to no safety interventions (C) improve confidence in coping with
aggressive patients (O) within three months of the intervention (T)?
Search Methodology
Fusion, CINAHL, and PubMed databases were searched between May to June 2022. Key
terms searched and boolean phrases were “ workplace violence AND nurse,” “ workplace
violence AND prevention AND nurse,” “ Nurse AND violence,” “ workplace prevention AND
strategy,” “Home health AND Nurse,” and “ visiting nurses AND workplace violence.”
Articles that were peer-reviewed, research articles, and publications in the English
language were reviewed. The inclusion publication date was limited to the last ten years, 20122022. Most of the studies were completed in the United States. However, the search also
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included high-quality international studies. Articles written in a language other than English
were excluded, as were articles not specific to nurses.
Abstracts that met the criteria were read in full. Papers that discussed workplace violence
against visiting nurses and nurses and workplace violence prevention interventions were
included in the literature table. Eleven articles were ultimately included in the review and
evaluated using the Johns Hopkins evidence-based appraisal tool. The literature matrix and
appraisal scores are located in Appendix A.
Integrated Review of the Literature
Underreporting
Health care settings measures violence poorly. The Joint Commission states that only
20% of disruptive and violent behavior incidents are reported (Brous, 2018). The lack of
reporting is associated with profit-driven models and management focus on patient satisfaction
(Brous, 2018). In some settings, staff only report the highest level of violence that has occurred
and therefore neglect to report verbal abuse that occurs in conjunction with physical abuse
(Quigley et al., 2020). A typical statement is that some nurses do not report workplace violence
because they believe it is part of the job (Brous, 2018). Nurses can view violent acts as
nonviolent when they assume the violence to manifest as a patient's disease (Brous, 2018).
The Home Health Clinician Experience
Gershon et al. (2008) sampled 1,561 home health aides, attendants, and personal care
workers who completed a risk assessment survey. They found that HCCs are exposed to a variety
of health hazards. The survey found that HCCs were exposed to cockroaches (33%), cigarette
smoke (30%), vermin (23%), irritating chemicals (17%), and peeling paint (15%). Clutter (17%),
temperature extremes (9%), unsanitary (12%), and unsafe (6%) conditions in the home were also
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described. Other exposures that increase the risk of violence towards HHC are guns in the home
(2%), neighborhood violence/crime (11%), and aggressive pets (6%).
Naikaishi et al. (2013) examined HCC experiences of violence. They found that HCC
reported incidents of workplace physical violence (44%), psychological abuse (65%), sexual
harassment (41%), and sexual violence (14%). Naikaishi et al. identified three themes that may
increase the risk of workplace violence: (1) actual and perceived barriers to reporting violence,
(2) tolerance of violence, and (3) limited training to prevent violence.
Workplace Violence Prevention in Home health
Mathiews et al. (2013) distributed a 36-question mail-in survey to the nurse
administrators of 156 visiting nurse organizations in the United States. The purpose was to
describe workplace violence policies and practices and explore what agencies are doing to
protect visiting nurses. They found that all agencies had one commonly used action, which
included using a referral team to evaluate if it was safe or not to enter the home. If a patient was
deemed at high risk for violence, the nurse could be designated to have an escort (54% of
agencies adopted this approach). This included police presence during the visit (17%), trained
armed escort (9%), and trained unarmed escort (20%), all hired by the agency. Ten agencies used
cell phone engagement apps with the agency during the visit (28%). Self-guardian techniques
were commonly reported (74% of the agencies). Self-guardian techniques used in home health
are raised awareness in the home, environmental surveillance before getting out of the car (51%),
calls to management when they entered and left home (14%), and behaviors used less than 5%,
including signing in and out, alarm, air horn, whistle, martial arts training, bug spray or mace,
pepper spray, or taser.
Rationale
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The framework that guided this project is the emotion-centered job stress framework by
Spector (1998), which was later developed into a conceptual model by Nixon et al. (2015) and
can be visualized in Appendix B. This framework explains the relationship between safety
climate and various safety criteria in nursing. A low psychological safety climate in the
workplace is a significant job stressor that can result in undesired outcomes like poor job
satisfaction, safety workarounds, turnover intentions, exposure to hazards, and injuries to staff
(Nixon et al., 2015).
Concepts of this framework include how psychological safety climate leads to job-related
negative affect, job satisfaction, safety workarounds, turnover intentions, hazard exposure, and
injuries (Nixon et al., 2015). Psychological safety climate refers to employees' perceptions of the
degree of safety within their organizational environment (Nixon et al., 2015). Job-related
negative affect (JRNA) directs employees' emotional responses and reactions to their job (Nixon
et al., 2015). Job satisfaction is elicited by a low perceived psychological safety climate and is a
process that evolves over time (Nixon et al., 2015). Turnover intention or the desire to leave
one's job represents an early step in the withdrawal process that leads to turnover (Nixon et al.,
2015). Safety workarounds bypass intentionally designed limits or safeguards to the employee or
patient well-being in the healthcare setting, often to meet patient care needs while balancing
other demands (Nixon et al., 2015). Hazard exposure includes biological, chemical, and physical
hazards that nurses commonly experience (Nixon et al., 2015). Workplace injury entails serious
costs to the nurse's well-being, patient care, and organizational expenditure. Theoretically, the
more the job is stressful, the more an autonomic and emotional response will occur, reducing
attention, decreasing memory for a central task, and impairing cognitive function, leading to
errors and increased exposure to hazards and injuries (Nixon et al., 2015).
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Context
The context of this project is specific to home health care.This home-health branch is
located in Santa Cruz, California. The employee population at the VNA includes staff nurses and
other clinical staff (physical therapists, occupational therapists, social workers, licensed
vocational nurses, and home health aides) to have a minimum of one year of clinical experience
before being hired. The agency employs around 80 clinicians, and 50 of them are field staff who
have access to a workplace mailbox (how the surveys were administered). 16 HHC completed
the baseline survey. 25% (N=4) of respondents to the baseline survey were male. 75% (n=12)
were female. Six HHCs participated in the intervention and responded to the pre-survey. Four
HHCs completed the post-survey.
Referrals to home health are sourced by hospital physicians or primary care providers
who feel their patients need close follow-up and are homebound. To be “homebound” means the
patient requires a significant amount of assistance to leave home. The studied environment is
specific to outpatient-based nursing services for patients who most often have insurance
(Medicare, Medi-Cal, Medicaid, Private insurance) and less often self-pay or charity care.
According to CMS (2012), beneficiaries with multiple chronic conditions (more than 6) were
high users of home health visits, with more than 13 home health visits per year. The 15 chronic
conditions CMS measured are Alzheimer's/dementia, arthritis, asthma, atrial fibrillation, cancer,
chronic kidney disease, COPD, depression, diabetes, heart failure, hyperlipidemia, hypertension,
ischemic heart disease, osteoporosis, stroke/TIA (2012).
Ethical and Policy Considerations
The USF DNP department determined that this project met the guidelines for an
evidence-based change in practice project as outlined in the DNP project checklist (Appendix O
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and P) and was approved as non-research. Additionally, the organization deemed the project
IRB-exempt. There are no identifiable issues or conflicts of interest noted for this project. All
surveys were anonymous, with no identifiable information collected. The outcomes of the project
intervention or choice to participate or not in the intervention did not influence the participant's
employment status. The project relates to the American Nurses Association (ANA) code of
ethics under provision 5; the nurse owes the same duties to self as to others, including the
responsibility to promote health and safety…(ANA, 2015). Additionally, the project is related to
the University of San Francisco Jesuit principle of cura personalis, meaning care for the whole
person.
Intervention
To mitigate the safety concerns and expand on the current workplace violence prevention
program, voluntary HHCs were trained, certified, and given OC gel to carry while performing
home visits. This aligns with the emotion-centered job stress framework by intervening with the
HHC's psychological safety of their workplace. The project director (PD) was responsible for
communicating with the university advisor, home health staff, administrator, workplace research
board, regional safety coordinator, and local safety officer. The PD wrote, administered, and
evaluated the surveys. The safety officer staff nurse was responsible for organizing the project
and staff implementation for the agency. The project started with a baseline assessment offered
to all staff. The safety officer coordinated with the agency to purchase an online self-defense
training course for using OC gel. This course teaches HHCs about OC gel, how to use it, when to
use it, and the outcome of its use. The training takes about one hour to complete. Once
completed, the participants moved on to an in-person pre-survey, training, and a quiz to ensure
they were capable and safe to carry, plus answer any questions. The in-person training included
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target practice using a tester OC gel. They must hit the target and show physical competency
before being checked off. The agency purchased OC gel for all volunteers, which on average,
costs $10 each and lasts one year.
A gap analysis is displayed in Appendix C, portraying the holes in the current model. The
project timeline is shown in the Gantt chart in appendix D. The work breakdown structure is
displayed in Appendix E. The key deliverables were to plan, implement, and evaluate the project.
The second phase trained the staff certified them, and purchased and provided them with OC gel.
Evaluation occurred after the post-surveys were collected. All communication came from the
safety care coordinator nurse or PD. The communication matrix is displayed in Appendix F. A
graphic illustration of the SWOT can be viewed in Appendix G.
Budget, Cost-benefit Analysis, and Return on Investment
The budget is pictured in Appendix H. The total cost of this program over one year is
$2,437 (if 14 staff members are certified, and only 6 HHCs complete the entire training and carry
OC gel yearly). A cost-benefit analysis (CBA) and return on investment (ROI) are used to
evaluate this program (Appendix I). CBA is the process of analyzing healthcare resource
expenditures relative to their possible benefit (Waxman, 2018). The ROI in one year is 903%.
This was calculated assuming that if one home health staff were assaulted with injury, it would
cost the agency about $38,599 (based on Speroni et al, 2014 total charge of workplace violence
assault on non-emergency room nurse). Assault with injury is rare in home health but does occur
on average once per year. If this is completely prevented by the clinician using pepper spray on
the assaulter to subdue them and prevent physical injury to the clinician, the net cost benefit
would be around $36,162 yearly. If the net cost benefit is divided by the investment cost ($2,437
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annually), the ROI is 1483%. Therefore, investing in OC gel for home health clinicians is
affordable and has a high ROI.
Outcome Measures
Thackrey’s (1987) Confidence in Coping with Patient Aggression (TCCA) instrument is
a 10-item survey using an 11-point Likert-type scale. The measure ranges from 1 (very low) to
11 (Very high). This tool was chosen as the primary outcome measurement in the intervention
group because it has high internal consistency (Cronbach's " = .92) and precision (standard error,
1.5) and has been used by nurses managing patient aggression (De La Fuente et al., 2019;
Thackrey, 2005). This tool was first tested in a pilot study of professional and paraprofessional
mental health clinicians at a psychiatric prison (De La Fuente et al., 2019).
Additionally, it addresses the emotion-centered job stress framework by measuring
clinicians' psychological safety. The survey questions and TCCA instrument can be found in
Appendix J, K, L. The outcomes measured for this project include
1. Baseline survey
a. The frequency of exposure to workplace violence.
b. The frequency of feeling unsafe while at work.
c. If having access to OC gel will make HHC feel safer.
2. Intervention group Pre and Post survey
a. TCCA instrument: Increase HHC confidence in coping with aggressive behavior
and decrease insecurities.
b. Did carrying OC gel make actually make an HHC feel safe?
c. Would the HHC recommend others carry OC gel for safety?
Results
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A paper baseline survey using a 5-point Likert response scale ( 1- never, 2- occasionally,
3- sometimes, 4- often, 5- always) was administered to 50 field staff. An agency-wide email was
sent to HHC informing them of the survey and the location. The paper surveys were placed in
each clinician's workplace mailbox, which is usually checked by staff every week. The agency's
safety coordinator nurse recommended paper surveys with the expectation of higher staff
participation than electronic. The response rate to the baseline survey was 32% (n=16), and the
results are located in appendix M.
63% of participants reported that they occasionally experienced or witnessed patient
aggression/violence, while only 31% said they had never seen this behavior from patients
working at this home health branch. Similar results appeared in the next question, where 63% of
participants reported that they occasionally feel unsafe doing their job due to patient
aggression/violence. 31% of participants said they never feel unsafe doing their job. Most
participants do not always feel safe working (63%). However, 12% responded with “other” and
left comments stating, “most times (they feel very safe)” and “I rarely feel unsafe.”
Participants were asked if having access to pepper spray would make them feel safe.
Results were non-definitive, with 43% saying maybe (N=7), 25% saying yes (N=4), and 25%
saying no (N=4).
The intervention group (N=6) completed a pre-survey, and three months later, they were
given a post-survey. The final results are displayed in Appendix N. 66% of the intervention
group completed the post-survey (N=4). We found an 84% increase in the average score across
all questions. 100% of participants reported they would recommend all home health clinicians
carry pepper spray. On the other hand, all of them reported that carrying pepper spray did not
change how safe they felt while working.
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One objective was to increase the most insecure HHC confidence. We measured this by
computing the minimum reported score pre (Q3:1, Q4:2, Q5:4, Q6:2, Q7:3, Q8:1, Q9:1, Q10:2,
Q11:2, Q12:3) and post-survey (Q3:4, Q4:4, Q5:5, Q6:5, Q7:6, Q8:3, Q9:3, Q10:3, Q11:3,
Q12:3) and found that with the intervention, all minimum confidence scores increased for all but
question 12, which stayed the same.
Limitations to the data are present, including the small sample size. Additionally, in the
pre-survey, one person did not complete all of the questions. This was most likely an accident
due to a formatting issue. Also, two people in the intervention group did not complete the postsurvey. This could have been due to staff turnover or clinicians taking leave of absence during
the project. Since no identifying information was collected on the surveys, it was impossible to
identify who did not complete the post-survey for follow-up.
Sampling bias is a potential limitation in the results. A source of sampling bias is due to
voluntary response and participation. However, sampling bias was mitigated by sampling all
staff, not just the intervention group, with a baseline survey.
Conclusion
Exposure to workplace violence is a serious issue health care providers encounter. On
October 18, 2022, June Onkundi, a psychiatric nurse practitioner, was stabbed to death by her
patient while working. Chip Bagget, the CEO of the North Carolina medical society, stated her
death is a reminder of the violence in the workplace that healthcare workers experience every
day (Gaines, 2022). Action against workplace violence towards HHC is at the forefront of this
organization's nursing workforce. In the newest California nurses union contract, ratified in
November 2022, nurses overwhelmingly voted yes to include new workplace violence language,
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requiring the participating organization to maintain sufficient security systems and establish
workplace violence prevention plans.
Carrying OC gel while in the field did increase clinicians' confidence in coping with
aggressive patients. Surprisingly, there was no difference in response to the TCCA question
asking if the clinician felt they could intervene physically with an aggressive patient. No change
in this question is a surprise because OC gel is a physical intervention tool that can be used in
this situation. A variable impairing this response is the lack of exposure to violent patients in the
field. One clinician left a comment on their post-survey stating it was hard to change her score
because “ I did not encounter any violent patients since carrying OC gel.” That being said, all
participants in the intervention did recommend that all staff carry pepper spray.
It should be noted that this was an optional intervention offered to clinicians. All
participants in this intervention represent those who felt strongly about their safety and wanted a
self-defense tool. Most staff did not sign up or participate in this intervention, and the baseline
survey found that home health clinicians are only occasionally exposed to workplace violence.
When asked why a staff RN did not sign up for the pepper spray training, she responded, “ In the
ten years I have worked for this branch, I never came close to feeling I needed it (pepper spray).”
On the other hand, a nurse who participated in the intervention group stated, "I have been
carrying pepper spray since 2019 after a patient's family member assaulted me.” The difference
in remarks displays how rare this type of event is in home health. However, it can be detrimental
to the clinician's physical and psychological safety as well as job security when incidents do
occur.
During this project, the organization offered a 2-hour in-person training class focusing on
safety issues specific to the home health clinician. The course educated staff on vehicle safety,
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pre-planning routes, arrival safety, situational awareness, communication, de-escalation, selfdefense maneuvers, and whom to contact if an act of workplace violence occurs. The class had
higher staff participation rates than the pepper spray training, with 18 staff members attending
the in-person session.
Future home health workplace violence prevention programs should be tailored to the
needs of on-the-go clinicians. Having a multi-layered workplace violence prevention program
that includes annual education and allowing tools such as OC gel can promote the clinician's
safety and confidence while on the job. Lastly, more research is needed on safety interventions
for home health providers.
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Appendix A

Source (citation)

Purpose

Design/ Method/ Sample/ Setting Measurement of Major Data Analysis
Conceptual
variables
Framework

Study findings

Level of evidence using
JHNEBP tool/ Worth to
practice/ Limitations

Arnetz, J. E.,
Hamblin, L.,
Sukhesh, S., &
Arnetz, B. (2018).
Organizational
determinants of
workplace
violence against
hospital workers.
Journal of
Occupational and
Environmental
Medicine, 60(8),
693–699.
https://doi.org/10.
1097/JOM.000000
0000001345

identify
organizational
factors contributing
to workplace
violence in
hospitals.

Quantitative/
Questionnaire
survey was
conducted.

Interpersonal conflict was a
risk factor for verbal violence
(OR 1.49, 95% CI 1.04 to
2.12, P < 0.05) and low work
efficiency was a risk factor for
physical violence (OR .98,
0.97 to 0.99). A poor violence
prevention climate was a risk
factor for verbal (OR 0.48,
0.36 to 0.65, P < .001) and
physical (OR 0.60, 0.45 to
0.82, P < .05) violence.

Level of evidence: Level 3, good
quality Recommendation:
Interventions should aim at
improving coworker
relationships, work efficiency,
and management promotion of
the hospital violence prevention
climate. Limitations: subject to
bias due to methodology.

in 2013 among
employees in a
Midwestern
hospital system
(n = 446
respondents).

Questions concerned
employees’ experiences
of violence at work in the
previous year and
perceptions of the
organizational safety
climate.

Logistic regressions
examined staff
interaction and safety
climate factors
associated with verbal
and physical violence,
respectively.
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Brous, E. (2018).
Workplace
Violence: How it
affects health
care, which
providers are
most affected, and
what
management and
staff can do about
it. AJN American
Journal of
Nursing, 118(10),
51–55.
https://doi.org/10.
1097/01.NAJ.0000
546381.04422.55

article reports on
workplace violence
and its impact on
medical care.

Expert opinion
and Literature
review

2012-2018 data

Identified the nature of
WPV, underreporting,
workplace violence
prevention plans,
organizational and
management
responsibilities,
employee
responsibilities, nursing
implications

NA

UNDERREPORTING: Health
care settings measure violence
poorly, with fewer than half of
the incidents recorded. the
Joint Commission states that
only 20% of disruptive and
violent behavior incidents are
reported. Causes: Profitdriven corporate
models and a management
focus on patient satisfaction
can deter reporting.
Management structures can
deter providers from holding
patients responsible for
inappropriate conduct, which
can cause learned
helplessness in which nurses
become convinced that
reporting does not affect
change. Reporting
mechanisms might be too
complex or time-consuming
for
nurses who have many
competing demands. In
addition, differing
classifications for violent
incidents create
inconsistencies in data
collection. WORKPLACE
VIOLENCE PREVENTION:
OSHA recommends that
workplace violence
prevention programs contain
the following elements
• management commitment
and employee participation
• worksite analysis
• hazard prevention and
control
• safety and health training
• record keeping and program

Level of evidence: level IV good
quality/ Worth to practice:
Encourage and lay the framework
for employee and management
roles and responsibilities. States
what should be included in a
workplace violence prevention
program. Limitations: low level
of evidence, expert opinion.
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evaluation
The Joint Commission
encourages a “zero tolerance”
approach to workplace
violence, which requires a
nonpunitive culture.
MANAGEMENT
RESPONSIBILITY: The Joint
Commission lists three tips
employers should use to
prevent workplace violence:
• Provide deescalation
training.
• Create a workplace violence
prevention plan.
• Enforce a zero-tolerance
policy. EMPLOYEE
RESPONSIBILITY: •
Familiarize themselves with
their organization’s workplace
violence prevention program
and policies.
• Attend personal safety
training programs
offered by the organization.
• Participate in safety and
health committees, as well as
security committees.
• Alert supervisors to any
concerns and report
all incidents as soon as
possible through recognized
reporting procedures.
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Chesire, D. J.,
McIntosh, A.,
Hendrickson, S.,
Jones, P., &
McIntosh, M.
(2022).
Dimensions of
hospital
workplace
violence: Patient
violence towards
the healthcare
team. Journal of
Clinical Nursing
(John Wiley &
Sons, Inc.),
31(11/12), 1662–
1668.
https://doi.org/10.
1111/jocn.16021

To investigate the
cognitive
dimensions nurses
use when perceiving
patient‐to‐healthcare
provider workplace
violence. Create
theoretical
framework.

A card‐sorting,
multidimensional
scaling design.
75 reported
incidents of
violence were
considered.
SPIRIT research
reporting
checklist
followed.

35 hospital
nurses from
florida. ER and
med-surg nurses
participated over
3 month time
period. 3 male
nurses, 29 female
nurses

Nurses sorted 75 cards
(that had violent actions
reported in the facility).
They sorted the cards
into piles and were asked
to have at least 2 piles

After each pile was
sorted they were rubberbanded to review. using
the alternating least
squares approach to
scaling (ALSCAL)
method of
multidimensional
squaring (MDS) in
SPSS 25.0.

Multidimensional scaling
shows results best defined in 3
dimensions for characterizing
all 75 violent events.
Dimension 1: Physical versus
verbal violence Dimension 2:
Active versus threatening
violence Dimension 3: More
versus less severe violence.

Level of evidence: Level 2 high
quality. Worth to practice:
Provide a theoretical framework.
Clearly define violent behavior.
Identify how the different types
of violent behavior can
negatively affect staff- which
violence is interpreted as just part
of the job versus the type of
violence that is reported.
Recommend zero tolerance for
verbal and physical abuse. Help
patients and families understand
verbal and physical abuse is not
tolerated. install video cameras to
monitor acts of violence. instruct
staff on the different types of
violence and normalize reporting
and identifying the violence.
Limitations: subjective in nature.

Day, S. W.,
Sharp, J.,
Jackson, G. L.,
Johnson, R. L.,
Smith, K. A., Cao,
X., & Likes, W.
(2022).
Management of
aggressive patient
situations:
Program
development,
implementation,
and evaluation.
American Nurse
Today, 17(4), 34–
37.

MAPS program
provides nurses and
other healthcare
staff with the
confidence and
skills to recognize
aggressive patient
behavior and deescalate potentially
hostile situations.
The specific
program objectives
include establishing
a core group of
qualified instructors
to provide education
and training to
hospital nurses and
healthcare providers,
increasing
participants'
confidence in
managing

quasi
experimental.
Starting in
October 2017,
the hospital
began offering
MAPS about
every 2 weeks,
with each session
accommodating
20 to 30 nurses
and other
healthcare
providers. Two
certified
instructors taught
each 4-hour
training session,
rotating
throughout the
implementation
period. We
developed three

311 participated
in training. 164
compleated all of
the pre and post
survey.

Thackery's Confidence in
Coping with Patient
Aggression instrument to
measure participant
confidence pre- and postM APS training.

Wilcoxon signed-rank
test to compare
Confidence in Coping
with Patient Aggression
scores before and after
training and the
Wilcoxon sum-rank test
to compare changes
between genders and
registered nurses vs.
other healthcare staff.
We used the Chisquared test to compare
the proportions of
aggressive patient
security calls before and
after training.

All participants' confidence in
managing aggressive patient
situations increased. a
decrease in calls to security
team occurred after MAP
traiing.

Level of evidence: Level 1, high
quality. Recommendation: The
MAPS program incorporates a
patient and healthcare
perspective using adult learning
strategies, differentiating it from
leading programs intended for a
general audience. The simulation
videos, based on real-life hospital
scenarios and developed by
psychiatric mental health nursing
faculty and healthcare providers,
portray patients in various stages
of conflict and illustrate the use
of appropriate de-escalation
strategies. Limitations: The
hospital setting, would require
training, time commitment, and
money. some have implemented
these videos in annual
healthstream and orientation
training.
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Fu, C., Wang, G.,
Shi, X., Ren, Y.,
& Cao, F. (2021).
The association
between fear of
future workplace
violence and
burnout among
nurses in China:
A cross-sectional
study. Journal of
Affective
Disorders, 293,
29–35.
https://doi.org/10.
1016/j.jad.2021.06
.013

aggressive patient
situations, and
decreasing the
number of hospital
security calls for
aggressive patient
situations.

videos -- each
depicting an
example of an
agitated patient
in one of the
three stages of
conflict (anxiety,
verbal aggression
and
confrontation,
and physical
aggression) -and illustrated
the use of
appropriate deescalation
strategies by
healthcare
providers.

the association
between fear of
future workplace
violence and
burnout among
nurses in China

cross sectional
study

Enrolled in the
study were 1897
nurses from 12
tertiary hospitals
of Shandong
Province, China.

Fear of future workplace
violence was measured
using the Fear of Future
Violence at Work scale.
Burnout was measured
using the 15-item
Maslach Burnout Service
Inventory.

logistic regression
analysis to examine the
association between fear
of violence and burnout

The prevalence of high
emotional exhaustion, high
cynicism, and low personal
accomplishment was 26.7%,
38.1%, and 35.6%,
respectively, while 72.9% of
participants had high levels of
fear of future workplace
violence. Among nurses,
compared with high levels of
fear of future workplace
violence, low levels of fear
were associated with a lower
degree of emotional
exhaustion, cynicism, and
personal accomplishment; and
medium levels of fear were
associated with a lower degree
of emotional exhaustion,
cynicism, and a higher degree
of personal accomplishme

Level of evidence: Level 2, high
quality. Recommendation for
practice: There was a significant
association between fear of future
workplace violence and burnout
among nurses. Fear of future
workplace violence should be
regarded as an important issue
for hospital administrators and
healthcare policymakers when
taking measures to ameliorate
nurses' burnout. Limitations: a
study done in a different country
could decrease accuracy for
American programs.
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Gillespie, G. L.,
Gates, D. M.,
Kowalenko, T.,
Bresler, S., &
Succop, P. (2014).
Implementation
of a
comprehensive
intervention to
reduce physical
assaults and
threats in the
emergency
department.
Journal of
Emergency
Nursing, 40(6),
586–591.
https://doi.org/10.
1016/j.jen.2014.01
.003

test the effectiveness
of a comprehensive
program to reduce
the incidence of
workplace violence
(WPV) against ED
providers by patients
and visitors.

quasiexperimental,
repeated
measures design
was used to
collect survey
data from ED
workers for 9
months before
the intervention
and 9 months
after the
intervention.

2 emergency
departments
verified by the
American
College of
Surgeons as level
I trauma centers,
2 urban tertiary
care emergency
departments, and
2 communitybased suburban
emergency
departments. 209
staff participants

3 surveys developed for
this study: a Baseline
Demographic Survey,
Monthly Survey, and
Violent Event
Survey.The intervention
had 3 components:
environmental changes,
policies and procedures,
and education and
training. Implementation
of the intervention took
place over a 3-month
period (June 2010 to
August 2010). The 3
comparison emergency
departments agreed to not
implement new WPVrelated policies,
procedures, training, or
environmental changes
during the study period.

Descriptive analysis of
the assaults and threats
included the use of
percentages,
frequencies, means, and
ranges to describe the
sample and WPV
incidents. Incident rates
of WPV were calculated
based on participants’
gender, occupation, and
ED type. A mixed
model analysis of
variance (ANOVA) was
used to calculate
differences in WPV
incident rates based on
participants’ gender,
occupation, and ED
type.

A total of 1333 events were
reported on the Monthly
Surveys: 346 physical assaults
(26%) and 987 physical
threats (74%). In addition, 832
Violent Event Surveys were
completed, with reports of 252
physical assaults (30.3%) and
580 physical threats (69.7%).
Ninety-six percent (n = 240)
of assaults and 86.3% (n =
499) of physical threats were
committed by patients. Four
percent (n = 10) of the assaults
and 13.7% (n = 79) of the
physical threats were
committed by
visitors.Intervention groups
experienced a significant
decrease in the rate of assaults
(from 0.17 to 0.13, P < .01)
and in threats (from 0.49 to
0.37, P < .01) from
preintervention to
postintervention. 2 of the
intervention sites
demonstrated a significant
decrease in violence, and no
individual comparison site had
any significant change in
assaults or threats. the
intervention community-based
emergency department, which
had a significant, 50%
decrease in assaults. Of the
intervention sites, this facility
enthusiastically supported,
adopted, and took ownership
of the WPV prevention
program.This site also had the
highest rate of training
participation for both the
study participants and other

LEVEL OF EVIDENCE: Level
1, high quality.
recommendation: This result
emphasizes that the effectiveness
of WPV prevention programs is
predicated not only on strategies
examining risk factors related to
patients, employees, and the
employer but on programs with
employee involvement and
management commitment and
endorsement. Limitation:
applicable to ER, acute care.
needs a lot of coordination and
changing the work culture from
the top which takes time.
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employees. In addition,
management at this site was
the most effective at
implementing other program
elements, including
environmental changes and
policies/procedures.

Ha Do Byon,
Knar Sagherian,
Yeonsu Kim, Jane
Lipscomb, Mary
Crandall, &
Linsey Steege.
(2021). Nurses’
Experience With
Type II
Workplace
Violence and
Underreporting
During the
COVID-19
Pandemic.
Workplace
Health & Safety,
216507992110312.

describe and
cross sectional
compare a sample of study
nurses' reported
prevalence of Type
II WPV and their
reporting of these
events during the
pandemic.

Data from an
online survey of
registered nurses
( N = 373)
working in
hospitals were
included
betweenFebruary
y and May of
2020

Prevalence was
calculated for physical
violence and verbal
abuse, and their reporting
of these events, including
the experience of
violence between nurses
who did and did not care
for patients with COVID19.

Descriptive statistics
were computed for all
survey items. Chisquare tests were
performed to compare
the proportion of type 2
WPV between urses
provideing care to covid
patients and nurses who
are not. logistic
regression were
reported.

44.4% and 67.8% of the
nurses reported experiencing
physical violence and verbal
abuse, respectively, between
February and May/June 2020.
Nurses who provided care for
patients with COVID-19
experienced more physical
violence (adjusted odds ratio
[aOR] = 2.18, 95% confidence
interval [CI] = [1.30, 3.67])
and verbal abuse (aOR = 2.10,
95% CI = [1.22, 3.61]) than
nurses who did not care for
these patients. One in 10
nurses felt reporting the
incident was more difficult
during the pandemic.

Level of evidence: Level 2, good
quality. Recomendation for
practice: nurses who cared for
patients with COVID-19
experienced more physical
violence and verbal abuse, and
more difficulty in reporting to
management. As the pandemic
continues, health care
organizations need to recognize
that workers may be at an
elevated risk for experiencing
WPV and may be less likely to
report, resulting in an urgent need
for prevention efforts on their
part. Limitations: Bias due to
short study duration. nonrandom
sampling limits the
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generalizability.

Mathiews, A., &
Salmond, S.
(2013). Opening
the Door to
Improve Visiting
Nurse Safety.
Home Healthcare
Nurse, 31(6), 310–
321.
https://doi.org/10.
1097/NHH.0b013e
318293634f

The purpose of this survey
initiative was to
identify and analyze
the protection
practices and
policies in use by
sampled visiting
nurse organizations

35 home health
agencieies across
39 states in
america

The Visiting Nurse
Protection
Questionnaire
(VNPQ).
demographic data.
policies and
procedures.

Descriptive statistics
and frequencies were
reported for
demographics, violence
prevalence, and work
practices. All returned
organizational safety
policies were analyzed
using the JoAnna Briggs
Institute software,
NOTARI (Joanna
Briggs Institute,
Adelaide, South
Australia, Australia),
allowing examination of
content for practices.
The data were cleaned
for duplication and
relevance. Content
analysis from the safety
policies was used to
build a thematic map to
delineate the roles of
administrator, manager,
and clinician within the
protection model.

organizations reported a range
of 2,100 to 110,000 visits per
year generating a total of
884,731 visits per year for the
sample. The respondent
reported that average number
of visits per day for each nurse
ranged from 3 to 8 with an
average of 4.99 visits per day
per nurse. Looking at the
impact of workplace violence
on the agencies, the majority
23 (66%) reported that this did
not apply to the visiting nurse.
"Impact" was defined as fear
levels (6, or 17%), turnover
(3, or 9%), morale (3, or 9%),
productivity (2, or 6%), and
recruitment (1, or 3%). Fortynine percent of agencies had a
workgroup (i.e., in-house
committees addressing nurse
safety). Thirty-one agencies
(88%) had a workplace
violence policy. Most
agencies did not have an
established tool for risk
assessment of violence (27, or
77%). Twenty (57%) agencies
reported events of verbal
abuse, and four (11%)
reported an actual violent
event. Based on 884,731 visits

Level of evidence: Level 2, high
quality. recommendation:
providing a safe environment that
is free of known hazards requires
assessment for unknown hazards
and the obligation to screen
referrals, perhaps with a risk
assessment. Limitations: self
reported data limited to bias.
small sample size.
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per year, the VNPQ threat of
violence/no physical assault to
visiting nurse was 0.02/1,000
and the VNPQ number of
assaults to visiting nurse was
0.005/1,000. Most agencies
reported self-protective
activities as cell phones (26,
or 74%), raised awareness in
the home (22, or 63%), and
environmental surveillance
before getting out of the car
(18, or 51%). Call in/call out
was used (5, or 14%).
Behaviors used less than 5%
included sign in/sign out,
alarm or air horn, whistle,
martial arts training, bug spray
or mace, pepper spray, or
Taser. No agency used a gun
or service animal: guard dog.
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Potera, C. (2016).
Violence against
nurses in the
workplace.
American Journal
of Nursing (AJN),
116 (2016), pp.
20-21,doi:
10.1097/01.NAJ.0
000484226.30177.
ab

In this article, the
author discusses
violence against
nurses that takes
place at workplace.

article/ lit review 2016 american
nurses

Topics discussed include NA
number of nurses and
nursing students
threatened by patients
verbally or physically;
need for actions to be
taken from employers,
victims and also from the
U.S. government to
combat the problem; and
impact of workplace
violence against nurses
on productivity and
turnover of staff.

WPV ON HEALTH: takes a
health toll on its victims.
many report headaches, poor
sleep, intestinal problems,
depression, fear, and anxiety.
victims take more sick time
and may cope with dry and
alcohol. The psychological
and emotional toll of violence
can lead to patient safety
errors. COST OF
WORKPLACE VIOLENCE:
lost time, productivity, and
turnover of trained staff.
replacing one nurse can run
from 22,0000 for a new nurse
to 64,000 for an experienced
nurse. treatment of workplace
violence costs one hospital
9$94,156 annually because
many nurses quit after
exposure and the increased
workloads for coworkers who
stay lower morale.
APPROACHES TO ENDING
WPV: need to report and have
a clear and easy-to-use
system. enforce a zerotolerance policy. train nurses
how to recognize cues of
violence. Legislation that
addresses the safety in health
care facilities can help end
workplace violence. in
Massachusetts where 85% of
nurses reported being
punched, spit on groped, or
kicked has a law that made
assaulting a nurse a felony.
this rapidly decreased
incidence.

Level of evidence: Level IV,
good quality. Recommendation
for practice: laws and
regulations can protect workers,
WPV prevention can decrease
staff turnover decrease cost, and
improve staff health.
Limitations: this is not a study,
it is an article posted in the
American nursing journal which
is subject to bias in favor of
nurses.
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Thompson, S. L.
D. C. N.-B.,
Zurmehly, J. D.
N.-B. A. F.,
Bauldoff, G. F. A.
F., & Rosselet, R.
D. A.-C. A.
(2022). Deescalation
Training as Part
of a Workplace
Violence
Prevention
Program. JONA:
The Journal of
Nursing
Administration,
52(4), 222–227.
https://doi.org/10.
1097/NNA.000000
0000001135

quality improvement
(QI) project was to
implement a virtual
DET evidence-based
course designed to
increase situational
awareness for nurses
when encountering
potentially
escalating patients.

de-escalation
98 nurses across
training content 3 hospital units.
was taught to
nurses virtually
which included
case scenarios
and role-playing
with simulation
learning
experiences. The
simulated patient
scenarios were
incorporated into
virtual learning
with postdebriefing
sessions.

1) improving nurse
confidence in coping
with aggression, as
evidenced using
Thackrey's17 Confidence
in Coping with Patient
Aggression (CCPA)
survey tool to measure
nurses' pre and post
confidence scores; 2)
decreasing incidences of
employee injury events
related to violence, as
evidenced by a decrease
in visits to employee
health related to WPV;
and 3) increasing security
calls on the units that
have received training,
related to earlier
recognition of support
resources

A paired sample t test
was used to compare the
nurses' mean confidence
scores on the CCPA
instrument 3 months pre
and post intervention.
Responses were
obtained, followed by
analysis of the survey
summary comparing 3
months pre and post
education for total mean
scores and by using
SAS Wilcoxon singlerank and Bonferroni
correction to identify
probability

nurse participants' confidence
in coping with aggression
improved 21% from 3 months
pre education (mean [SD],
52.9 [18.1]) to 3 months post
education (mean [SD], 65.5
[19.8]). In addition, there was
a statistical significance (t14.7
= 8.45, P < 0.0001, d = 0.66)
improvement from
preeducation to posteducation
intervention, resulting in
overall improvement in levels
of confidence in coping with
aggression

level of evidence: level 3 good
quality. recomendations:
Deescalation technique education
increases nurses confidence in
coping with aggresive behaviour.
limitations: study completed in
hospital and a short period of
time.
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Quigley, P. A.,
Votruba, L., &
Kaminski, J.
(2020). Impact of
Patient-Engaged
Video
Surveillance on
Nursing
Workforce
Safety: Patient
Aggression/Violen
ce. Journal of
Nursing Care
Quality, 35(3),
213–219.
https://doi.org/10.
1097/NCQ.000000
0000000450

examine types of
patients'
verbal/physical
abuse against the
nursing workforce
observed through
patient-engaged
video surveillance
(PEVS) and
interventions
initiated by monitor
technicians

A descriptive
study/ quasi
experimental//
PEV system
provided audio
and video feed
where a trained
monitoring staff
would watch the
feed for up to 16
patients at once.
the primary nurse
would use
judgement to
decide which
patients were the
most at risk for
aggressive
behavior needing
this service.
During
surveillance, the
monitoring staff
observe the
patient's agitating
behaviors and
verbally engage
the patient to
redirect and/or
prevent
escalation. In the
case a patient
does not respond,
and there is an
urgent or
emergent
observed
behavior, a
PEVS alarm is
triggered.

patient engaged
video
surveillance was
implemented
across 73
hospitals. 434
patients were
selected to be
monitored. Data
were collected
from the national
data reporting
system between
July 1, 2017, and
April 30, 2019
(21 months).

% of at risk behvaior
compared with actual
assaults. difference in
gender, alarm rates,
verbal intervention, and
response times,
frequencies of types of
abuse experienced by
nurses, prevention of
abusive incidents.

descriptive statistics

Over the 21 months, a total of
320 patient abuse incidents
were observed and
documented by the monitor
technicians, 127 verbal (40%)
and 193 physical (60%). Most
of the verbal incidents, 41%,
involved the patient using
profanity toward the
caregiver. If patients did not
use profane language, they
were often using intimidating
language or yelling at the
caregiver (33%). Derogatory
remarks (13%) and
threats/threats to kill (13%)
occurred less frequently. Of
the 17 threats/threats to kill, 7
or 41% were actual "threats to
kill" the caregiver. The most
frequent physical incident
involved physical contact
initiated by the patient (50%).
Combative events occurred
39% of the time. A small
percentage (11%) of incidents
involved the patient throwing
objects, spitting, and/or biting
a caregiver. Of the 221
patients who exhibited abuse,
131 were male patients (59%),
51 (23%) were female, and 40
(18%) unknown gender. Over
the 21 months, the monitor
staff at the 73 hospitals
documented 7915 abusive
incidents they prevented.
Eighty-nine percent of these
incidents were prevented by
use of a verbal intervention
and 11% by use of alarm
activation.

Level of Evidence: level 2, high
quality. Recomendation:
integration of PEVS has
sufficient evidence of
effectiveness for improving
patient safety. This study extends
support for PEVS for nursing
workforce safety. Applied to
reducing aggression and violence
against the nursing workforce,
monitor technicians need to have
adequate training to use verbal
interventions to de-escalate such
behaviors. Although violent
behaviors are reported,
nonviolent patient behaviors
against nursing workforce are
underreported or accepted. There
may be a tendency for
monitoring staff to report only
the highest level of violence that
has occurred and therefore
neglect to report verbal abuse
that occurs in conjunction with
physical abuse. Because 85% of
the patients (189/221) who
exhibited aggressive/violent
behavior were not identified by
RNs as a risk, organizations
should consider adding violence
risk tools as part of patients'
admission assessment.
Limitations: applicable for acute
care only. requires
implementation of video
surveillance technology and
monitor tech that needs to be
trained and added to staffing for
each shift which is constly.
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Appendix B
Framework

JRNA is job related negative affect
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Appendix C
Gap Analysis
Current Status

Desired Status

Identified Gap

Gap due to
knowledge, skills, or
practice

Home health
clinicians have no
safety resources in the
event of workplace
violence or assault

Home health
clinicians have access
to and use OC gel in
the event of an assault
while in the field.

Home health nurses
are at risk for assault
and do not have any
tools to protect them
in the event that they
can't run away

Knowledge- are
rarely exposed to
violence so when it
happens they don't
know how to respond
Skill- be able to use
OC gel safely
Practice- policy was
recently changed to
allow home health
clinicians to carry
pepper spray as selfdefense
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Appendix D
GANTT Chart

Dates
Define Project
Aim
Review of
Literature
Develop
communicatio
n plan
Identify team
members
Safety officer
training
Email staff/
sign up for
training
Baseline
survey
Pre-survey
In person
training
Post- survey
Analysis of
results
Final write up
and
dissemination
of project

Januar Februa March April
y 2022 ry 2022 2022
2022

May
2022

June
2022

July
2022

Septem
August ber
Octobe
2022
2022
r 2022
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Appendix E
Work Breakdown Structure
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Appendix F
Communication Matrix
Communication

Purpose

Medium

Frequency

Audience

Safety officer
inform staff of
policy change
and safety
intervention
training.

Introduce the
project

Email

Twice

Branch staff

Safety officer to
provide sign up
information for
certification and
in person
training

Complete
required training

Email

Twice

Branch staff

PD to get QI
project approval
and provide
status reports

Detailed report
on project
implementation,
safety protocol,
IRB
determination,
findings

Email

Once and PRN

Administration,
management,
organization
research board.

Progress of
project

Report on status,
tasks completed
and tasks that
need to be
completed

Email

Monthly

Project Chair
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Appendix G
SWOT Analysis

Strength
● Home health nurses expand access to
health care for high-risk patients.
● Strong community support/ good
community trust.
● A strong relationship with local
hospitals.
● Pepper spray is affordable and has a
shelf life of one year.
● Pepper spray has Max availability
● Easy to carry on medical bag and
Works quickly
● Increase staff safety which increases
nurse satisfaction, decreases burnout,
decreases turnover
Opportunities
● California requires workplace safety
interventions for health care.
● Potential expansion of federal
requirements
● Expand the literature on nurse safety
in-home health
● Expand the types of protective gear to
decrease assault on nurses

Weakness
● High risk for assault when carrying for
high-risk population: homeless
population with a high prevalence of
substance use disorder
● Not typical for home health nurses to
be assaulted
● If pepper gel is used in a closed space,
there is a high chance the clinician will
be affected and might not be able to
drive to safety.
● Under-researched topic

Threats
● Lack of actively involved staff
● Ethical issue to do no harm
● Who is liable if pepper spray is used
incorrectly or has a poor outcome
● Human error/ What if the pepper spray
is used inappropriately by staff?
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Appendix H
Budget

Facility Expenses

Department Expense Request

Training Cost
- $28 per certification x 14 staff
*More staff signed up for and completed
certification training that those who
completed the in person training.

$392

LVN Nurse Safety Officer
- $65 per hour
- Total hours per training session: 24
Total

$1,560

Supplies/ tools:
- 6 x Pepper Gel + training spray
($10.00)

$60

Office supplies
- Policy and procedure print out
- Certification print out
- Competency test

$35

Staff intervention participation
- 6 participants with average salary $65
per h x 2h

$390

Final Total

$2437
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Cost Benefit Analysis and ROI
Projected 2022-2023

2022

2023

Estimated cost of workplace assault
with injury on one home health staff
(Includes treatment and indemnity
charges)

$38,599

$38,599

Estimated number of workplace
assaults on home health staff per
year

1

1

Net cost before intervention

$38,599

$38,599

Estimated cost of workplace assault
on one home health nurse IF THEY
ARE CARRYING PEPPER SPRAY

$0

$0

$2437

$1,390

*estimate used from Speroni et al
(2014) total charge of workplace
assault on non-emergency room nurse.
Individual data used (treatment after
assault max= $29,883 + max indemnity
charge $8,716)

*No data can be found on the true cost.
For this paper, we will assume $0
Pepper Gel Intervention total cost

*LVN safety coordinator hours: 12h:
$780
Re-stock pepper gel: $140
Office supply for annual training
session: $15
Staff retraining (30 min x 14 staff with
average salary $65): $455
Net cost after intervention

$2437

$1,390

Net Cost Benefit
*Net cost before intervention - Net cost
after intervention= net cost benefit

$36,162

$37,209

Return on Investment
*Net cost-benefit (36,162) / cost of
investment (2,437) x 100

1483%
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Appendix J
Baseline Survey
1. What is your gender? Mark only one oval.
a. Female, Male, Other:
2. How many years have you worked at VNA? Mark only one oval.
a. 0-5 years, 6-10 years, 11-25 years, 25 +
3. What is the frequency you have experienced or witnessed patient aggression/ violence
while at work? Mark only one oval.
a. Never, Occasionally, Sometimes, Often, Always, Other:
4. What is the frequency you have felt unsafe doing your job due to patient aggression/
violence? Mark only one oval.
a. Never, Occasionally, Sometimes, Often, Always, Other:
5. Do you always feel safe seeing patients while at work? Mark only one oval.
a. Yes, I always feel safe, Not always, Other:
6. Do you think you will feel safer doing your job if you have access to pepper spray during
your patient encounters? Mark only one oval.
a. Yes, No, Maybe, Other:
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Appendix K
Intervention group: Pre- Survey
1. Have you completed the pepper spray/gel training? Mark only one oval.
a. Yes, No
2. Do you think carrying pepper spray/gel makes you feel safer while working? Mark only
one oval.
a. Yes, No, Maybe

45

Appendix L
Post survey
1. After carrying pepper spray for some time, do you feel safer while working?
a. Yes, I feel safer. No, I dont feel safer. I feel the same as I did prior to carrying
pepper spray/gel.
2. Would you recommend all home health clinicians carry pepper gel while seeing patients
to keep them safe?
a. Yes. No.
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Appendix M
All staff baseline survey with results
What is the
frequency you
have
experienced
or witnessed
How many
patient
years have
aggression/
you worked at violence while
VNA?
at work?

Do you think
What is the
you will feel
frequency you
safer doing
have felt
your job if you
unsafe doing Do you
have access
your job due always feel
to pepper
to patient
safe seeing
spray during
aggression/
patients while your patient
violence?
at work?
encounters?

Baseline
survey
Questions:

What is your
Gender?

Baseline
survey
response:

50% 0-5y
25% M (n=4) (n=8)

63% occasion 63% occasion 25% yes
(n=10)
(n=10)
(n=4)

75% F (n=
12)

6%
sometimes
(n=1)

6% sometime 63% not
(n=1)
always (n=10) 25% no (n=4)

31% never
(n=5)

31% never
(n=5)

50% 6-10
(n=8)

12% other
(n=2)

25% yes
(n=4)

43% Maybe
( n=7)
one person
did not
respond
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Appendix N
Pre and Post intervention data table
Q1

Q2

Q3

Q4

Q5

Q6

Q7

Q8

Q9

Q10

Q11

Q12

Pre

average

33%
Y;
100% 66% N

4.2

5.5

6

4.6

5.5

3.8

3.5

4.3

4.3

4.5

SD

NA

NA

1.9

2.2

1.5

2.1

2.1

2.3

2.1

2.2

2.5

1.5

Min

NA

NA

1

2

4

2

3

1

1

2

2

3

5.7

5

6

5.5

6.7

5.2

5

5.5

5.2

5.7

Post
average

100% 100%

SD

NA

NA

1.7

1.4

0.8

1

0.5

1.7

2.4

2

2.2

2

Min

NA

NA

4

4

5

5

6

3

3

3

3

3

Change
in
average

NA

NA

1.5

-0.5

0

0.9

1.2

1.4

1.5

1.2

0.9

1.2

Change
in min

NA

NA

3

2

1

3

3

2

2

1

1

0
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Appendix O
Statement of Determination
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Appendix P
Agency Support Documents
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